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The use of  internal thoracic arteries for myocardial 
revascularization may produce acute leg ischemia in 
patients with concomitant Leriche's syndrome 
To the Editors." 
When a chronic occlusion of the abdominal aorta 
develops, the internal thoracic arteries (ITAs) may contrib- 
ute to the blood supply of the legs, revascularizing the 
external iliac arteries through the superior and inferior 
epigastric arteries. Therefore, in a patient who has Leriche's 
syndrome, acute withdrawal of this blood source, as would 
be the case if the ITAs were used for myocardial revascular- 
ization, could cause severe leg ischemia. A small number of 
such cases have in fact been reported in the literature. ~,2 
The treatment of a patient who has trivascular coronary 
artery disease and Leriche's yndrome poses a challenging 
surgical problem for the following reasons: (1) simulta- 
neous operation of myocardial revascularization with ITAs 
and aortobifemoral bypass has higher mortality and mor- 
bidity rates than those of separate procedures; (2) ITAs, 
which offer better long-term patency and survival rates, s are 
particularly indicated in younger patients; (3) acute leg 
ischemia arising from ITA interruption may be severe 
enough to threaten limb vitality and patient life if not 
treated promptly. 
We report our surgical management of a 59-year-old 
white man who had unstable angina, chronic occlusion of 
the infrarenal abdominal aorta, and bilateral superficial 
femoral artery occlusion causing intermittent claudication. 
We decided to treat the coronary artery disease first using 
both ITAs and closely monitor the clinical situation of the 
legs. The patient underwent myocardial revascularization 
using both ITAs to revascularize the anterior descending 
and the circumflex arteries. As far as the cardiac procedure 
was concerned, the postoperative course was uneventful; 
however, leg ischemia severely worsened on the left side. A 
fasciotomy of the left leg was performed on the third day 
after surgery, and an aortobifemoral plus left femo- 
ropopliteal bypass procedure was performed 2 days later 
with the patient in a stable cardiac situation. The patient 
recovered uneventfully from this second operation and was 
discharged on the eighth day after surgery; he is alive and 
well 6 months after the operation. 
From this experience, we would like to underline afew 
points. Critical ischemia of the legs may indeed follow the 
use of the ITAs for myocardial revascularization n patients 
who have aortoiliac occlusive disease--this seems not to be 
predictable from the angiographic picture (in our case it was 
identical in both limbs, and both ITAs were used; however, 
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only the left limb became ischemic). In older patients 
venous grafts could be considered for myocardial revascu- 
larization, but if ITAs are employed the need to later 
revascularize the legs should be seriously taken into ac- 
count. 'A simultaneous approach, which is advocated by 
some authors, has in our opinion an exceedingly high 
mortality and morbidity rate. If a staged approach is 
selected, its methods and timing should be evaluated ineach 
individual patient according to the severity of each disease. 
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Regarding "Endoluminal  repair of  atypical dissecting 
aneurysm of descending thoracic aorta and fusiform 
aneurysm of the abdominal aorta" 
To the Editors: 
During Christmas and the beginning of the regular 
surgical schedule in the new year, I find the time to read with 
more interest. Looking through the article by May et al. 
(J Vasc Surg 1995;22:167-72), I got a headache. 
The authors tated in the discussion that one treatment 
option for this patient would have been a conservative 
approach. Because the patient was living on an island in the 
Pacific Ocean, the authors considered conservative man- 
agement not to be a safe course of action. Interestingly, the 
